Aims: This study was done to know the pattern of obstetric emergencies and its influence on maternal and fetal outcome.
INTRODUCTION
No specialty of medicine is more inundated with emergencies than obstetrics. 1 While most childbirth related complication allows time for proper management, a few present as obstetric emergencies where successful outcome depends on prompt action and systematic rapid management. [1] [2] [3] [4] Obstetric emergencies are defined as situations of serious and often dangerous nature, developing suddenly and unexpectedly and demanding immediate attention in order to save life. [1] [2] [3] [4] These emergencies are not only encountered in perinatal period as post-partum hemorrhage, ruptured uterus, retained placenta, etc. but also in early pregnancy as ruptured ectopic, complications of abortion, antepartum haemorrhage and ante-partum eclampsia all being equally fatal. [1] [2] [3] [4] Though measures to reduce maternal mortality have decreased the rate but still the rates are high in developing countries according to WHO. 5 Plenty of studies on maternal mortality have been done but none on obstetric emergencies and its effect on maternal and perinatal mortality in Nepal. This study was therefore conducted to know the pattern of obstetric emergencies and its maternal and fetal outcome.
METHODS
A retrospective with prospective follow up study was carried out in the department of obstetrics and gynecology of Kathmandu Medical college Teaching Hospital (KMCTH) from1st June 2013 to 31 st May 2014. Cases were included in the study if they had ruptured ectopic pregnancy, ante-partum hemorrhage, pre-eclampsia/eclampsia, preterm prelabor rupture of membranes, rupture of uterus, inversion of uterus, cord prolapse, retained placenta, placenta accreta, shoulder dystocia, post-partum hemorrhage, postpartum sepsis. Cases were identified from multiple sources from maternity computer databases, labor ward, postnatal ward and medical record section. Categorization was done as early pregnancy emergencies, ante-partum and intra-partum emergencies, post-partum emergencies and fetal emergencies. Informations were obtained regarding maternal age, parity, occupation, booking status, type of emergency, emergency obstetric intervention done, maternal and perinatal morbidity and mortality. The quantitative variables are presented frequency, percentage and means SD values.
RESULTS
A total of 80 obstetric emergencies occurred among 1796 deliveries during the study period. Most of the cases were primi and had antenatal care in KMCTH (table 1) . The most frequent obstetric emergency was hemorrhage (50%) of which ectopic pregnancy was the most common cause (33.75%) {Table 2}. Rare ones were cord prolapse, puerperal pyrexia and amniotic fluid embolism. Most of the emergency took place in antepartum period (Table 2 ). Most frequent emergency obstetric intervention was caesarean section (43.75%) followed by exploratory laparotomy (33.75%) and blood transfusion (Table 3 ). There were 2 maternal deaths resulting from obstetric emergency contributing to 66.6% of total maternal death. There were 14 perinatal deaths of total 57 perinatal deaths contributing to 24.56% (Table 3) of total perinatal mortality. 
DISCUSSION
Safe motherhood programme of Nepal has focused on improving the availability, quality and utilization of emergency obstetric care in the district hospitals so as to address the needs of the estimated 15% of pregnancies likely to develop serious complications.
Programme also makes availability of skilled attendance at every delivery, safe blood transfusion, free delivery scheme, financing transport to the health facility and also has made available safe abortion services reducing the abortion related death and complications. 6 This study showed that obstetric emergency is frequent with incidence of 4.45% of all deliveries. This high rate could be due to inclusion of pre-term pre-labour rupture of membranes in this study. Most of the studies reviewed focused on inclusion of specific or severe maternal morbidity. 5,7-11 Maternal mortality is used internationally as measure of the quality of obstetric intervention, although is now rare in the developed world. 7 Severe maternal morbidity have been used as a alternative measure. 7, 11 Severe obstetric morbidity was defined clinically to be severe preeclampsia,severe obstetric hemorrhage and sepsis. [7] [8] Overall incidence is 1.2% of all deliveries. 7 Two third cases are related to severe hemorrhage, one third to severe preeclampsia. [7] [8] [9] [10] [11] This study also concluded that obstetric hemorrhage was the most frequent leading obstetric emergency of which hemorrhage due to ectopic pregnancy was the leading cause. Severe preeclampsia was the second most common cause encountered. Most of the studies also found these two causes as obstetric emergency, 3, 4 severe obstetric morbidity, 7, 8 or indication to ICU admission. 11 The incidence of post-partum hemorrhage is comparatively less and this could be due to practice of active managementof third stage of labor with oxytocin. In frequency of prevalence, preterm prelabor rupture of membrane was rated third. Preterm labor and delivery though is 10% but results in 85% of perinatal mortality. 1 No health care problem costs more than this. 1 Again none of the studies has included preterm prelabor rupture of membranes. Preterm labor requires arrest of labor, administration of steroids, and transfer of the patient to better equipped neonatal centre or delivery of the baby to well facilitated centre. This study does not have prolonged or obstructed labor or uterus rupture as obstetric emergency and this could be due to compulsory practice of partograph and patients preference of doing elective caesarean section in cases of post caesarean pregnancy. The hospital also practices principles of infection prevention and routine use of antibiotics after delivery, so cases of severe sepsis was infrequent.
Most of the cases were admitted during ante-partum period. Most of the patients had caesarean section as obstetric emergency intervention. Exploratory laparotomy was the second frequent obstetric emergency intervention done but none of the studies has included ectopic pregnancy as obstetric emergency. Only 20% (16) had ICU admission for mainly severe preeclampsia and for haemodynamic instability. This was in conjunction with similar study done by Saha et al. 11 Blood transfusion was required in 32 cases mostly for obstetric haemorrhage. The hospital provides blood transfusion services and relatives of patients are requested to donate or provide donors when blood transfusion is required similar to Nigerian study. 4 All the cases of severe preeclampsia had successful outcome due to practice of magnesium sulphate. Most of patient had successful outcome with maternal mortality resulting in two (66.6%) of total three cases. Two cases of maternal death resulted from obstetric hemorrhage and one death resulted from indirect cause. Obstetric hemorrhage has been the most common cause of maternal death world wide.
3-5,7-11
Overall there were 14(17.5%) perinatal death resulting from obstetric emergency from a total of 57 cases accounting for 24.56% of all perinatal mortality which is quite low when compared to Nigerian study 4 of 83%, 42.3% by Singh et al. 3 A better outcome of obstetric emergency can be achieved by effective management of obstetric emergency, promoting institutional deliveries, providing skill attendance at deliveries, providing safe freely availability of blood transfusion, government policy and regular training of doctors and nurses on this subject.
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CONCLUSIONS
In spite of best efforts and national policies obstetric emergencies do occur. Some occur more frequently and some rarely. The most frequent are obstetric hemorrhage and severe preeclampsia followed by preterm prelabor rupture of membranes and rare ones are amniotic fluid embolism, cord prolapse. Optimal outcome can be achieved by availability of emergency obstetric care at the facility, maximum utilization of antenatal care, skilled birth attendance at labor, availability of blood transfusion facilities, and mother friendly national policy.
